Introduction
Being involved with AIDS in the United States is to be working in the vortex of a storm of unprecedented size and destructive power. Psychiatrists, by and large, have become involved through the delivery of psychological support services to patients and their families or, more recently, because of the need to manage the central nervous system complications of HIV infection. Yet, there is another important contribution which psychiatry can offer; namely, an understanding of the phenomenon of the AIDS epidemic and its psychosocial consequences. While the ultimate biological vector is the human immunodeficiency virus (IIV), its modes of transmission, distribution among particular subgroups of the population, resistance to cures or prevention through biomedical technology, and devastating consequences have resulted in behavioural and social responses of unprecedented magnitude. The pace ofboth scientific and political developments relating to AIDS continues to increase faster than even the rate of increase in deaths. This article was written 12 months after my presentation at the Royal Society of Medicine's programme on AIDS and Psychiatry and is appearing in the Journal over two years after that meeting. As most ofthat presentation has been recently published elsewherel' and there have been numerous important occurrences influencing the role ofpsychiatry in AIDS since that presentation, I will concentrate in this article on the situation in the United States as of mid-1988. In some ways, that situation can be viewed as previewing what the situation might be in the United Kingdom a year or two from now, if it were not for the incredible immediacy of communication between our societies on the one hand, and the innate differences between our societies on the other hand.
Recent AIDS events with significant psychosocial impact There have been a series of major discoveries or realizations about the full impact of the AIDS epidemic which significantly shape this society's ability to confront current social problems/crises, particularly control of spread of HIV infection. While each of these 'events' has had an individual impact, their sum total has shaped the overall dimensions of America's response to AIDS in ways not apparent from the isolated individual events.
The recognition that AIDS and HIV infection was not limited to the originally defined 'high risk groups' This recognition, while pointed out by clinicians and epidemiologists from the beginning ofthe epidemic's outbreak, did not take hold with the American public until the media began to publicize cases of AIDS in persons outside the homosexual or intravenous drug using communities. Interestingly, one of the first widely publicized celebrity AIDS cases continued to be seen by the general public according to his movie image after the diagnosis was announced. Such a fond reaction motivated increases in both public and private funding for AIDS research and prevention activities. Several celebrity AIDS cases, where attempts were made to conceal the likely route of infection and the diagnosis may have contributed to the public's fear of casual transmission and distrust of medical authorities.
The plight of haemophiliacs infected by HIV through contaminated blood products has witnessed a similar ambivalent public response.
Recognition of the actual numbers ofpersons infected with HIV and the increased likelihood of developing AIDS in seropositives Until the discovery of HIV and the development of serological tests for exposure of infection, it was impossible to ascertain either the full dimensions of the spread of the aetiological agent(s) or the spectrum of clinical consequences and their frequency in those infected. While there may still be considerable debate over whether or not HIV is the only retrovirus capable of causing AIDS, it appears to be the agent associated with the vast majority of AIDS cases in the US. Use ofthe HIV antibody test in selected study populations has confirmed the long latency period between infection and severe unmunosuppression, but has also revealed a much higher rate of development of AIDS over time than had previously been estimated34.
Five-year AIDS incidence rates of 30% or greater in groups of homosexual men infected with HIV are now consistently being reported, with no indication that the rate of development ofterminal illness decreases over time. In fact, given what is now known about the pathogenesis of immune suppression in HIV infection5, a relentless decline in cellular immune competency would be the general expectation in most, ifnot all, BHIV-infected individuals. On the other hand, given the current lack of systematic surveys of seroprevalence in the general public, available estimates of the full extent of HIV infection in the US are largely based on extrapolations and assumptions which are subject to wide variation. Nevertheless, estimates of from one to two million currently infected persons in the US are generally accepted6. Combining these figures with conservative estimates of disease progression has led to estimates by both the National Academy of Sciences and the Public Health Service of a cumulative total of over 250 000 cases of AIDS in the US by 1991 and an annual incidence of 50 000-75 000 cases. These predictions have led, in turn, to a recognition of the full impact which AIDS will have on the health care system and the American economy in general by the end ofthis decade. Current attempts by the US Public Health Service (PHS) to obtain a more accurate estimate ofthe total number of HIV-infected persons and their regional distribution have exaggerated fears of quarantine among 'high risk' communities7.
Discovery of a syndrome of central nervous system dysfunction in HIV-infected persons This discovery was based largely on the recognition that CNS dysfunction was not limited only to persons with late-stage disease or opportunistic infection of the nervous system, and the demonstration of HIV infection of the brain in both symptomatic and asymptomatic individuals8'9. The full range of nervous system diseases currently attributed to HIV infection is given in Table 1 . The positive impact of this discovery has been an explosion of research interest in the mechanism(s) and natural history of CNS HIV infection and increased attention to the mental health needs ofpersons with AIDS and other HIV-related conditions. On the other hand, this discovery has served to highlight the devastating impact of HIV infection and raises the spectre of a progressive dementing illness even in persons spared severe peripheral immunosuppression through. appropriate drug treatment.,Furthermore, it has greatly complicated the issues of behavioural assessment and control through education of HIV transmission. This, in turn, has led to proposals for routine testing of all persons admitted to mental health facilities, the establishment of separate treatment facilities for HIV-positive persons, and resistance to antidiscrimination policies for persons with AIDS among the general public and certain groups of service providers.
Recognition of the relatively greater impact of AIDS and HIV infection on minority (Black and Hispanic) communities.
Heretofore, AIDS only carried two major levels of stigmatization: having the disease and belonging to a socially stigmatized 'high risk group' (gay men;or intravenous drug users). Now, there is the possibility of having a third level of stigmatization attached to this fatal illness -that of belonging to a minority group and most likely being poor and poorly educated as well. Further, whereas a sizable proportion ofwell Primary CNS malignaiicies, usually lymphoma, and presumed secondary to immunosuppression educated and upper middle class members of the white gay community had the resources and organization to mobilize rapidly to provide services to members of the community with AIDS, little in the way of community mobilization can be expected on the part of poor, frequently illiterate, inner city youths. Perhaps even more significant is the fact that the vast majority (75%) of women with AIDS and, as a result infants with AIDS, are Black or Hispanic10. This results in a particularly disadvantaged subgroup of AIDS patients and persons at risk ofHIV infection: persons living in poor ghetto areas, minorities with little access to private health care and limited access to public care, with little in the way of advocacy groups or community support organizations, and, in most cases, a 'community' that is not supportive of their sexual orientation or drug use habits.
The very recent realization of the fact that AIDS is becoming a disease of poor, minority, inner city persons is already having considerable political repercussions in the US. Minority persons are playing increasingly important roles in the governance of major cities, including mayors, health commissioners, and leaders of community AIDS tasks forces. The federal government is beginning to allocate considerable resources to stimulate research, service delivery, and community action in minority, communities. It remains to be seen how the increasing attention being paid to AIDS and HIV infection in Blacks and Hispanics will overcome the longstanding barriers to open discussion of homosexuality and intravenous drug use in those communities.
The discovery of the first few cases of apparent seroconversion caused by exposure of skin to infected blood In June 1987, the Centers for Disease Control (CDC) reported three cases ofdocumented H1V seroconversion in health care workers who had skin and/or mucous membrane contact with infected blood11. There are currently 16 reported cases of HIV seroconversion in health care workers denying either parenteral or sexual exposures. While this is an extremely small number of seroconversions given the numbers of patient contacts and skin exposure to HIV-infected blood which have occurred among health care workers taking care ofpersons with AIDS and HIV infection, it has caused considerable distress among both health workers and the general public. What has been generally lacking in disussions ofthe risk ofinfection through skin or mucous membrane exposures has been the fact that most, if not all, of the exposures were preventable if appropriate infection disease control precautions such as the wearing ofgloves had been followed. Recently, the CDC revealed statistics suggesting that the risk ofinfection following a needle stick injury involving HIV seropositive blood was approximately 1 in 20012.
The cumulative results ofthese events has been the transformation of AIDS from a medical/public health issue into a political issue. Where proposed control measures, such as mandatory testing and isolation of persons known to be transmitting infection were previously debated by public health officials, they are now the subject ofdebate by Congress and Presidential candidates. Increased public awareness of AIDS and the threat of HIV infection has led to a deluge of legislative proposals for mandatory testing, tracking of HIV-seropositive persons, and even quarantine. The enormous amount of media attention paid to nearly every aspect of AIDS has greatly magnified the impact of both scientific and political events related to AIDS. The Third International AIDS Conference, held appropriately in Washington, D. C., seemed more like an enormous press conference than a scientific congress. There were almost as many members ofthe press in attendance as there were scientists present at the first AIDS Conference in Atlanta two years earlier. Mindful of the heightened level of public awareness of AIDS, politicians made AIDS a major issue for the 1988 Congressional and Presidential elections. In this kind of political climate, it is increasingly difficult to ensure that important public health decisions are made on the basis of scientific reasoning, necessitating that scientists and public health workers understand the psychology underlying current responses to the AIDS epidemic. A structural model of individual fear and psychological distress due to AIDS The structural model, based simply on the psychoanalytical concept of innate resistance to changing harmful behaviours, is illustrated in Figure 1 . Fear ofAIDS motivates persons to change their behaviours, but resistance to change behaviours which are learned, ego gratifying, and often compulsive results in the creation of secondary psychological stress resulting in increased rather than decreased fear. This uncontrolled and seemingly uncontrollable stress can lead to significant psychological distress, including severe depresssion, obsessive ruminations or behaviours, and suicidal ideation and actions. According to this model, many of the public outcries for more definitive actions to control the spread of AIDS can be seen as defensive postures attempting to An AIDS fear infection model of individual and social decompensation As illustrated in Figure 2 , this model attempts to explain extreme reactions to the AIDS epidemic as the result of continuous and escalating exposures to fear of AIDS12. A person can either react to these repetitive stresses with positive maturational responses, or the response can be maladaptive in the form of individual decompensation and eventual social chaos. On the individual level, such decompensation leads to irrational actions and impairments in social functioning which can be psychotic in magnitude. It is on the societal level which such decompensation has the greatest potential for harming democratic societies based on individual autonomy and responsible behaviour. When those principles are seen as defective and demanding of governmental intervention, the results may be detrimental to democratic freedoms. The model is analogous to the current conceptualization of individual vulnerabilities to major depressive disorders under stressful circumstances, in that it considers the role of individual characteristics in determining the response to a particular AIDS stressor. Understanding the nature of such determinants and ways to provide psychosocial support to persons vulnerable to decompensation responses is a major AIDS challenge to the mental health professions.
A psychosocial model of the behavioural consequences of AIDS A more complex model incorporates the role of social forces in shaping our responses to AIDS (Figure 3 ). (Figure 4 ). To date, we have only derived the model from data collected in the Chicago A ; .
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OONDhOWNI3 SEXUAL IMPULSES R~~~~~PU. As the model is also derived from a number of independent observations, the relationship(s) between the various factors is unknown. We hypothesize that there is an additive interaction between those factors promoting positive behavioural change, countered to a variable extent by the number and intensity of negative factors. Demographic factors of race, ethnicity, socioeconomic status, and education can each independently alter the magnitude and even the direction of influence of specific factors in the model. Recently, we have shown that race does in fact alter the pattern of factors correlating signfficantly with positive behaviour change in the Chicago MACS cohort'6. Whether these racial differences are secondary to basic sociodemographic differences between black and white participants in our study or are the result of 'cultural' factors unique to black communities and their members remains to be investigated.
The future challenges of AIDS The ultimate test of any of the models presented in the-previous section is whether or not they can provide useful guidance in predicting the outcomes of specific events or policy decisions. Given diversity of models and the fact that no one model can predict all aspects of individual or societal responses to AIDS, it is important that the appropriate model be selected for analytic purposes. Basic assumptions underlying my own selection of models are that appreciable transmission of HIV does not occur through casual contact, that behaviours responsible for HIV transmission can be effectively modified through appropriate education, counselling, and provision of services, and that limiting the negative effects of AIDS on individual and societal freedom is an important objective of AIDS policy. The following examples have been chosen to illustrate the potential usefulness of behavioural models in predicting future aspects of the AIDS epidemic and our responses to that epidemic.
The inevitability of mandatory universal testing and its consequences It is clear that the US government (and a majority of persons polled) is in favour of testing the entire population in order to control the spread of HIV. While most governments would deny that the intention of such universal testing is the physical quarantining of persons with HIV infection, the eventual result of universal HIV antibody testing would be de facto isolation of HIV seropositive from uninfected individuals. The American Medical Association recently put itself on record as favouring widespread testing, with legal sanctions against persons knowingly transmitting HIV infection'7. It is thus probably a matter of time before testing for HIV infection, and registration of seropositives with public health authorities will be a 'routine' procedure in health care, employment, and other settings. While the usual argument against such policies is that fear of discrimination and quarantine will drive a significant proportion of HIV seropositive persons 'underground', application of either the psychosocial or health behaviours models to this scenario provides additional insights about the negative impact of mandatory HIV antibody testing. The assumption that segregation of the population is an adequate and effective response to the threat ofAIDS can be viewed as a specific form of denial which will encourage persons testing negative to abandon behaviour changes known to limit transmission. Combined with a false sense of security and diminished efforts at education and behavioural restraint, this response can contribute to increased HIV infection among those groups least likely to seek medical care or employment. The pyschosocial model would therefore predict that 'routine' or mandatory testing would lead to an even more disproportionate representation of poor and minority persons AIDS cass the future. The health beliefs model goes further by predicting that universal testing would significantly increase the number of persons feeling that behavioural change is ineffective in preventing their eventual development of AIDS18. This would diminish the positive effects of education andcounsellingofthose persons inpreventing the spread of HIV. The development of a safe and effective treatment for liIV infection might present a strong countervailing argument in favour ofuniversal HIV antibody testing, provided that access to that treatment could be guaranteed to all persons testing positive, just as the discovery of penicillin rendered beneficial mandatorypremarital syphilis serologies and other forms of routine syphilis screening. As informationconcerningthebenefitsandrisksofearlytreatment with drugs such as zidovudine (3'-azido-2',3'-dideoxythymidine; AZT) becomes available, it will have to be incorporated into clinical testing policy considerations.
Should health care workers be required to reveal their HIV antibody status to patients? This proposal has been put forward by persons arguing that as long as there is even a slight risk or perceived risk of HIV infection from routine medical procedures, patients are entitled to know their physician's HIV serostatus and have the right to request a different physician or nurse if they are unwilling to accept that risk. From the perspective of the patient's right to know all the information pertinent to their treatment, this seems like a reasonable concept. However, when we apply either the psychosocial or fear infection model to this question, we are confronted by the problem that such a policy would clearly reinforce the public's perception of AIDS as a casually transmitted disease, thereby increasing irrational fear and severe negative mental health outcomes for significant numbers of persons. We then must ask whether or not the balance between the benefit to the patient of knowing (and presumably avoiding) a seropositive health care worker exceeds the harm to the general public of increased AIDS hysteria. Given the relative proportion of individuals at risk of infection through contact with a seropositive health care worker vs members of the public at risk of increased AIDS fear, the risk of transmission of HIV in the health care setting would have to be quite high for there to be any justification for any policy of testing. In contrast, even in the most extreme situations, such as invasive surgery or emergency room trauma work, the risk is exceedingly low19.
Therefore, a viewpoint encompassing the relative benefits to the larger society would argue strongly against mandatory disclosure ofhealth care workers' HIV serostatus to patients. This would not prevent voluntary disclosure ifthe physician or nurse felt that it was advisable in a particular patient's case.
The rights ofpersons with HIV illness to experimental therapies The limited effectiveness and availability of AZT has led to increased demands for the widespread availability of experimental therapies for persons with BEIV-related illnesses. The Food and Drug Administration (FDA) is searching for ways to make experimental therapies available while still protecting patients from unsafe drugs or exploitation. Individual physicians are increasingly being asked to assist patients in obtaining such drugs and to monitor the side effects and efficacy of the treatments. In the absence of any clear FDA guidelines, such physicians are being placed in an ethical dilemma with no simple solutions. The very high prices for such experimental treatments also create an ethical issue, in that many persons with AIDS cannot afford to purchase the drugs, and insurance companies will not pay for unproven therapeutic regimens. Reliance on drug cures that are not yet proven can be seen as a form of denial response, impeding both individual behavioural response to the life-threatening nature of an AIDS diagnosis and societal responses necessary to provide compassionate care to persons with HIVrelated illnesses. This is analogous to how our society treats chronic mental illness with palliative drugs rather than providing the support systems necessary to maximize psychosocial functioning. With AIDS, it is often the patient who is demanding the drugs rather than the system responsible for providing long-term care.
Conclusions
This paper presents an overview of some mental health issues and challenges which the AIDS epidemic has created in American society. Our success or failure in meeting these challenges will determine not only how AIDS and AIDS patients are treted in the US, but also the future role of psychiatry in dealing with pressing and controversial social issues arising from medical and scientific events. Responding to these challenges is not easy and requires a reeducation of our professional colleagues so that they can understand the scientific, ethical, and political issues involved. Armed with up-to-date information and a concern for helping persons affected by. the AIDS epidemic, each of us can be agent of positive social change. Ultimately, those professional responses can be among the deciding factors in how our societies cope with the steses and strains ofthis unprecedented modern epidemic.
